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 S 000 Initial Comments  S 000

This Statement of Deficiencies was generated as 

a result of complaint investigation conducted in 

your facility on 6/10/09 and finalized on 7/2/09, in 

accordance with Nevada Administrative Code, 

Chapter 449, Hospitals.

Complaint #NV00021724 was substantiated with 

deficiencies cited.  See Tag Z 146.

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

 S 146

SS=G
NAC 449.332 Discharge Planning

4.  An evaluation of the needs of a patient relating 

to discharge planning must include, without 

limitation, consideration of:

(a) The needs of the patient for postoperative 

services and the availability of those services;

(b) The capacity of the patient for self-care; and

(c) The possibility of returning the patient to a 

previous care setting or making another 

appropriate placement of the patient after 

discharge.

This Regulation  is not met as evidenced by:

 S 146

Based on record review and interview the facility 

failed to ensure a thorough evaluation of the 

discharge needs, the capacity for self-care, and 

the provision of necessary durable medical 

equipment upon discharge  for 1 of 5 patients.  

(Patient #1)

Findings include:

Patient #1 was admitted to the facility admitted to 
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the facility on 3/15/09 with diagnoses of hepatic 

encephalopathy, hepatitis with cirrhosis, history of 

frequent falls, history of recent fracture of 

proximal humeral diaphysis, anxiety disorder with 

claustrophobia, history of chronic pain syndrome, 

and history of depression.  The initial discharge 

planning assessment was completed on 3/16/09.  

The original discharge plan was for skilled 

nursing facility (SNF) placement.  Patient #1 

refused SNF placement and alternate discharge 

planning began.  

Patient #1's record was reviewed and revealed a 

note that she "was admitted through the 

emergency room at (the facility) after being 

brought in with vague complaints of altered level 

of consciousness, left shoulder pain and 

generalized weakness.  The patient had recently 

traveled here (Nevada) from California and was 

staying at a local motel for approximately two 

days prior to coming in.  Apparently she had a 

couple of falls on her left shoulder in California 

and was diagnosed with a left proximal humeral 

diaphysis fracture."  

Patient #1's orders included orders for physical 

therapy (PT) and occupational therapy (OT) on 

her day of admission.  Review of the PT and OT 

notes revealed the patient frequently declined to 

participate.  The PT long term goal was to 

ambulate 50 feet with a front wheeled walker.  PT 

discharged the patient from the service on 

3/31/09 "due to continued refusal and lack of 

participation."  The PT discharge note was written 

in the physician progress notes, and PT 

documented that nursing was aware of the 

discharge from PT services.  She was discharged 

from OT on 4/7/09 for decreased motivation and 

participation.  An order for  PT/OT to evaluate 

and treat was written again on 4/7/07. Both PT 
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and OT documented the discharge from services 

again on 4/8/09.  PT documented "patient 

participates poorly and intermittently" and that 

zero progress had been made as of 4/8/09.  

Review of the physician progress note revealed 

the physicians continued to document that Patient 

#1 was deconditioned and she was participating 

in PT and OT after 3/31/09.  

The nursing notes and flow sheets for Patient #1 

were reviewed and revealed she used oxygen 

from 2-3 liters intermittently.  On 4/7/09, the nurse 

documented Patient #1 required the assistance of 

two to ambulate.  On 4/8/09 - 4/9/09, Patient #1 

ambulated with a walker and gait belt assistance.  

Record review failed to reveal Patient #1 was 

independent in ambulation prior to her discharge.  

The discharge plan for Patient #1 was to be 

transported to a women's homeless shelter in 

California.  Patient #1 was in agreement with the 

plan.  Patient #1's sister was notified of the 

discharge plan.  

Interview with the discharging nurse revealed 

Patient #1 was able to "stand and pivot" and to 

walk a few steps on the day of her discharge, 

4/10/09.

Review of the record failed to reveal either a 

wheelchair or walker was provided for Patient #1 

at her discharge.  The social worker confirmed 

neither was ordered for Patient #1 prior to her 

discharge.  The social worker reported the patient 

continued to refuse SNF placement and was in 

agreement with the discharge plan.  Review of 

the record revealed documentation of multiple 

conversations with the California case manager 

who advised Patient #1 needed to be referred by 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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her primary physician in California for them to 

place her in a California facility. 

On 4/10/09, Patient #1 was transported from the 

facility to a women's shelter in California by a 

transport van.  Statements by the driver and 

attendant were reviewed and revealed Patient #1 

did not want to get out of the van when they 

arrived at the shelter.  The driver and attendant 

persuaded Patient #1 to go into the shelter, and 

helped her into a chair, and left her with her 

belongings at the shelter.  

On 4/10/09, Patient #1 was admitted to an acute 

care hospital in California with encephalopathy.  

The discharge summary from the facility 

documented Patient #1 was admitted with 

extreme weakness and inability to care for 

herself.  On discharge, 5/4/09, it was documented 

Patient #1 was able to walk 200-300 feet 

unassisted.

Severity 3  Scope 1
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